


Case report
Rectal Bleeding from Downhill Esophageal Varices: A Case Report

[bookmark: _GoBack]ABSTRACT
There are three reported types of esophageal varices, classified based on direction of venous flow: “uphill,” “downhill,” or idiopathic. The most common type, “uphill,” they are related to portal hypertension. In contrast, “downhill” esophageal varices usually result from obstruction or compression of the superior vena cava (SVC). They are rare cause of acute upper gastrointestinal bleeding. Their presentation as isolated rectal bleeding is exceptional. We report the case of a 61-year-old woman admitted for massive rectal bleeding, in the context of a progressive toxic goiter, in whom the diagnosis of downhill varices was established. Endoscopic band ligation successfully controlled the hemorrhage, with no recurrence.

INTRODUCTION
Downhill esophageal varices were first described in 1964 by Felson and Lessure (1) in a patient with a superior vena cava obstruction secondary to fibrous mediastinitis. They are rare, located in the upper third of the esophagus and often secondary to obstruction of the superior vena cava (SVC) or abnormalities of central venous return (2). Their clinical presentation as lower gastrointestinal bleeding is extremely unusual.
CASE REPORT
We report the case of a 61-year-old woman with a history of type 2 diabetes, hypertension, chronic kidney disease, and a recent ischemic stroke managed by aspirin therapy only. She was also known to have an untreated progressive toxic goiter.
She was admitted to the emergency department for massive rectal bleeding, without hematemesis or melena. On admission, she was pale, hypotensive (100/50 mmHg), and tachycardic (100 bpm). Neurological examination revealed right hemiparesis and dysarthria. A firm, painless, anterior cervical mass was noted, mobile with swallowing, with normal overlying skin related to her known goiter. Abdominal examination was unremarkable, but rectal examination confirmed active rectorrhagia. There were no stigmata of portal hypertension or chronic liver disease.
Laboratory tests revealed severe normocytic normochromic anemia (Hb: 6.8 g/dL). After transfusion and hemodynamic stabilization, an upper gastrointestinal endoscopy was performed, showing upper esophageal (“downhill”) varices with platelet plug formation.
Abdominal ultrasound with hepatic Doppler ruled out portal hypertension. Cervical ultrasound revealed a heterogeneous plunging goiter measuring 6.5 × 5 × 2 cm. CT angiography revealed a right latero-cervical mass, apparently arising from the thyroid gland, large measuring 8,5x 10x12 cm (TxAPxH), displacing adjacent structures without evidence of tumor infiltration. Endoscopic band ligation of the varices was performed, with no further bleeding episodes. The patient was offered surgical resection of the goiter. However, due to her advanced comorbidities she preferred to be treated conservatively. No recurrence of hemorrhage was noted during six months of follow-up.

DISCUSSION
The usual venous drainage of the esophagus occurs predominantly by the azygous and hemiazygous systems. Esophageal veins are normally not visible on upper endoscopy, they result from obstruction of the superior vena cava or azygos venous system, either by compression or thrombosis. When the obstruction is restricted to the SVC, venous blood drains through the inferior thyroid and mediastinal collateral veins, and varices are limited t to the upper third of the esophagus. In contrast, both obstruction of the SVC and azygos system forces venous return through the inferior vena cava (13). The pressure gradient is reversed by the increased SVC pressure, leading to retrograde flow through the esophageal venous plexus. As a compensatory mechanism, collateral circulation develops between the portal and azygous systems, with increased flow through the esophageal venous network, causing dilation and the formation of varices that serve as collateral channels (3). 
[bookmark: _Hlk210574978]The most reported etiologies are mediastinal tumors, central venous catheters, cardiac disease, goiter, and mediastinal fibrosis(4). Rarely, systemic vasculitides such as Behçet’s disease have been implicated (5) (6). In our case, the plunging goiter was the likely compressive factor, impeding superior mediastinal venous drainage and resulting in varices confined to the proximal esophagus.
The risk of bleeding from downhill varices is lower than that of portal hypertension-related varices (7).Possible explanations include their deeper location, reduced exposure to gastric acid (8) , and the absence of coagulation disorders frequently seen in cirrhosis (9). Furthermore, SVC pressure is lower than portal pressure, which may also account for the reduced bleeding risk (10) . Nonetheless, severe hemorrhage may occur if diagnosis is delayed.
The mainstay of treatment is management of the underlying cause, as varices often regress or resolve once the obstruction or precipitating factor is corrected. In acute bleeding, therapeutic options mirror those of uphill varices, including band ligation and sclerotherapy (11). 
Management of downhill esophageal varices remains challenging due to the high risk of complications associated with endoscopic therapy. Variceal band ligation in the upper esophagus carries a higher risk of bleeding or perforation because of the thin proximal wall and absence of a serosal layer, yet it is generally preferred to sclerotherapy. The latter carries a risk of spinal cord infarction from retrograde flow of the sclerosant into spinal veins, and rare cases of pulmonary embolism have been reported. Banding, however, may be technically difficult when the bleeding source is located near the upper esophageal sphincter (12) .
In our case, surgery for toxic goiter was indicated but could not be performed due to multiple comorbidities.



CONCLUSION
Downhill esophageal varices are a rare cause of gastrointestinal bleeding and an exceptional cause of isolated rectal bleeding. They should be considered in the presence of an intrathoracic goiter or superior vena cava syndrome. Diagnosis and initial treatment rely on upper endoscopy, but definitive management requires correction of the underlying cause, most often surgical resection of the compressive lesion.
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